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The need to contextualise psychotraumatology research
The current geopolitical landscape has resulted in 
unprecedented numbers of refugee populations. For 
the ﬁ rst time since World War 2, the total number of 
people forced to ﬂ ee their homes as refugees, asylum 
seekers, and internally displaced persons has exceeded 
50 million.1 In the ﬁ rst 8 months of 2015 alone, more 
than 540 000 asylum applications were ﬁ led across 
European Union member states. In addition to increased 
physical health risks, asylum seekers and refugees are 
at a higher risk than average for the development of 
a range of comorbid psychiatric diagnoses including 
mood, anxiety-related, psychotic, and substance-use 
disorders.2 Suicidality is particularly high in refugees 
diagnosed with post-traumatic stress disorder; some 
studies report rates as high as 64% for suicidal ideation 
and plans.3 Additionally, asylum seekers and refugees are 
at risk of further traumatisation through rape and sexual 
exploitation, loss of family members, physical abuse, 
community violence, and the loss of social structures, 
cultural practices, and familial systems that might lessen 
the impact of traumatic events.
Despite the frequency of traumatic exposure, as 
demonstrated by results of epidemiological research, 
human beings seem to be very resilient, with 
estimates of trauma-related disorders in the general 
population being quite low.4 The European Study of the 
Epidemiology of Mental Disorders reported an average 
lifetime prevalence rate of post-traumatic stress disorder 
of 1·9% (based on a sample of 21 425 adults across 
six countries in western Europe).5 In North America, 
rates hover around 8% in adults.6 By comparison, rates 
of trauma-related disorders are far higher in people 
displaced by conﬂ ict, with the estimated prevalence of 
post-traumatic stress disorder ranging between 13% 
and 25%.7 As the population of migrants in Europe rises, 
the prevalence of trauma-related disorders is also likely 
to rise, increasing the need to deepen understanding of 
these disorders in diverse populations.  
As part of a large subset of disorders associated with 
stress, post-traumatic stress disorder was initially 
introduced in the third edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM). Today, 
post-traumatic stress disorder is outlined in the two 
standard diagnostic nosologies used by mental health 
researchers and practitioners across the world: DSM-5 
and the International Classiﬁ cation of Diseases (ICD) 
published worldwide by WHO. Explicit within both 
diagnostic nomenclatures is the proposition that 
human beings, irrespective of all contextual factors, 
experience psychopathological responses to trauma in 
the same way, and that all individuals share common 
cognitive and aﬀ ective processes. In other words, a 
psychopathological response to a traumatic life event 
should be manifested identically, irrespective of whether 
a person experiences a trauma in Belfast, Baghdad, 
Beirut, Boston, Bali, or Bukavu.
This is a rather extraordinary (albeit not uncommon) 
claim about the nature of human psychology and 
how human beings respond to traumatic life events. 
Indeed, the overwhelming majority of evidence 
gathered over the past 35 years with regard to the 
manifestation of negative psychological responses 
to trauma has been obtained from WEIRD samples—
ie, people from western, educated, industrialised, 
rich, and democratic societies.8 Contrastingly, the 
evidence suggests that individuals from low-income 
countries are more likely to experience trauma, and 
have trauma-related disorders, than are people from 
high-income countries, as a result of greater exposure 
to several social and economic risk factors.9 This has 
given rise to a situation where current methods to 
assess and diagnose pathological responses to trauma, 
prevention interventions, and psychological treatment 
programmes have been predominantly developed 
and validated among unrepresentative samples of the 
human population. In the rush to identify a universal 
set of symptoms, we might have neglected the eﬀ ect 
that cultural and environmental factors might have on 
shaping individual responses to trauma.
Research into responses to suﬀ ering worldwide 
has hinted towards diﬀ erences in the way individuals 
externalise responses to trauma, which are dependent 
on a multitude of factors, including cultural background, 
the context in which the trauma occurs, the meanings 
attached to traumatic experiences, and various other 
social and cultural determinants both before and after 
exposure.10 Asylum seekers come from a wide variety 
of cultural backgrounds; they are not a homogeneous 
group, and neither are the traumatic events to which 
they are exposed. Therefore, the next generation of 
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psychotraumatologists must be trained to work cross-
culturally and interdisciplinarily.
Responding to the 2004 Indian Ocean earthquake and 
tsunami, Shekhar Saxena, Director of the Department 
of Mental Health and Substance Abuse at WHO, 
compared the arrival of foreign mental health workers, 
who did not understand local culture or speak the local 
language, to sending the wrong medication. More than 
a decade later, we continue to face the possibility that 
our standard models of understanding and treating 
traumatic responses might be inaccurate and ineﬀ ective 
in many regions of the world. Mitigating the impact 
of an untreated, traumatised population on society 
as a whole requires that we empirically question our 
implicit assumption of a common manifestation of 
psychopathological responses to trauma, as asserted 
by our current measures, manuals, interventions, and 
treatments.
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